Using 3D capabilities, volumetric data was collected and the POD was reconstructed. Results: SIS and HyCoSy were indicated in 6 and 10 patients, respectively. In total, 9 of 16 (56.3%) patients had fluid collect in the POD (4 and 5 of patients undergoing SIS and HyCoSy, respectively). In patients undergoing HyCoSy with demonstrated tubal patency (at least unilaterally), 5 of 10 did not have POD fluid collection. The 3D volume analysis of the fluid collections in the POD ranged from 1.01 to 10.42 cm 3 , with a mean of 6.74 cm 3 . Intra-abdominal adhesions were identified in the POD of 3 patients with POD fluid collection.
OP12.05 Ureteric endometriosis: detection and assessment of level of obstruction at sonovaginography for deep infiltrating endometriosis (DIE)
Urinary tract endometriosis affects 1% of patients with pelvic endometriosis and, in approximately 10%, there will be ureteric endometriosis. A significant proportion of these patients will have no symptoms or minimal symptoms. Bowel preparation prior to assessment of DIE by sonovaginography greatly aids, not only in the diagnosis of ureteric endometriosis, but also in determining the level of ureteric obstruction.
We report 4 cases of ureteric endometriosis detected during sonovaginography. Two of the 4 patients presented with symptoms suggestive of endometriosis, although not reporting urinary tract symptoms. The only presenting symptoms in the third patient were menorrhagia and nonspecific left iliac fossa pain; there was no clinical suspicion of endometriosis. The fourth patient had a unilateral hydronephrosis, which was diagnosed on a CT scan that was ordered to investigate an abnormal renal function test. There was no clinical suspicion of endometriosis in this patient. The level of obstruction varied depending on the level and type of DIE lesion such as paracervical lesion with adherent rectal endometriosis (1), vaginal nodule with adherent large sigmoid nodule (1), left uterosacral ligament nodule with bowel tethering (1) and left lateral pelvic wall deposit with adherent left ovarian endometrioma (1). In all four patients it was the left ureter that was affected. Two patients underwent a nephrectomy. One patient had a stent inserted and is under close surveillance. The patient with periureteric deposits around the left ureter in close proximity to the vaginal vault, with no significant ureteric obstruction, underwent laparoscopic excision of these lesions.
Ureteric endometriosis, albeit rare, can cause potentially serious complications due to the effect on renal function. Sonovaginography is helpful in pre operative detection of ureteral endometriosis and management of patient by a multidisciplinary surgical approach. 
Objectives:
To describe the effects of each additional Caesarean section (CS) on cervical-defect distance (CDD), defect size, uterine position and flexion angle. Methods: A prospective analysis of retrospectively obtained ultrasound images of 469 women referred for pelvic sonography between 2012-2014. Transvaginal ultrasound images in sagittal view were used to assess uterine position, cervicouterine angle and size and location of CS defect. Defect location was assessed by measuring: 1) CDD -the distance from the external cervical os to CS defect; 2) Defect distance ratio (DDR) -defined as CDD/ CDD + defect to fundal length. OBGYN physicians reading the images were blinded to patients' surgical history. Women with one or more CS's were compared to those without history of CS. Statistics including logistic regression was used as indicated. Results: Of 469 patients, 308 (65.7%) had 0, 103 (22.0%) had one, 44 (9.4%) had two and 14 (3.0%) had ≥3 CSs. Groups were similar in age, BMI, presence of fibroids and pelvic pain.
Number of CS's was associated with a higher percentage of retroverted uteri (1.3%, 5.8%, 4.5%, and 7.1% with 0, 1, 2, and ≥3 CSs respectively, p=0.004).
The degree of uterine flexion increased with each additional CS (means 36.3, 33.4, 43.9, and 49 .2 with 0, 1, 2, and ≥3 CSs respectively, p= 0.02).
CDD and DDR positively correlated with number of CSs (For CDD: 2.7cm with 1, 3.2cm with 2, and 3.5cm with ≥3 CSs, p=0.008 and for DDR: 0.33 with 1, 0.38 with 2 and 0.41 with ≥3 CSs, p= 0.007, respectively).
The CS niche was larger with increasing number of prior CS's (55.4%, 68.2%, and 78.6% with 1, 2, and ≥3 CSs respectively, p=0.03).
Compared to patients with 1 Caesarean section, patients with 2 CSs have 2.3 (95% 1.2, 4.5 p=0.01) odds of having prominent niche size. Conclusions: CS defect size as well as its distance from the external cervical os increases with the number of prior CS's. In addition, the uterus becomes increasingly retroverted and retroflexed. The impact of the CS defect size and location on placentation warrants further studies.
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Uterine scar evaluation during the postpartum: is there a place for a better technique for a Caesarean?
A.K. Kesrouani
Obstetrics and Gynecology, Saint Joseph University, Beirut, Lebanon
Objectives: To compare uterine scar between cases with a technique that implicates an extra mucosal suturing of the uterus and cases with a full length suturing.
